
.   

 
 DSHS Grand Rounds 



2 

Registration through TRAIN at: 
https://tx.train.org  

 

For additional guidance on registration please contact Annette Lara,   
        CE.Service@dshs.state.tx.us or (512) 776-3567 

              
Slides and recorded webinar available on Grand Rounds website at: 
                 http://extra.dshs.state.tx.us/grandrounds  
 

Questions?  
There will be a question and answer period at the end of the presentation.  

Remote sites can send in questions throughout the presentation by using   

 the GoToWebinar chat box or email GrandRounds@dshs.state.tx.us.  

 
For technical difficulties please contact: 

 GoToWebinar 1-800-263-6317(toll free) or 1-805-617-7000 
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Requirement of Learner 

Participants requesting continuing education contact hours or a 

certificate of attendance must register in TRAIN, attend the entire  

session, and complete the online evaluation within two weeks of the 

presentation. 
 

Commercial Support 

This educational activity received no commercial support. 
 

Disclosure of Financial Conflict of Interest 

The speakers and planning committee have no relevant financial 

relationships to disclose. 
 

Non-Endorsement Statement 

Accredited status does not imply endorsement by Department of 

State Health Services - Continuing Education Services, Texas Medical 

Association, or American Nurses Credentialing Center of any 

commercial products displayed in conjunction with an activity. 
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 David Lakey, MD, 
DSHS Commissioner 

is pleased to introduce today’s  
DSHS Grand Rounds speakers.  
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Eugene C. Toy, MD 

Vice Chair of Academic Affairs 

Department of Ob/Gyn 

Methodist Hospital, Houston 

John S. Dunn, Sr. Academic Chief of Ob/Gyn 

St. Joseph Medical Center, Houston 

 

     

 

Paula J. Efird, RNC-OB, BSN 

Director of Maternal Fetal Services 

St. Joseph Medical Center, Houston 



• Texas DSHS 

• Texas HHSC and TMHP 

• Texas Association of Ob/Gyn 

• Texas District XI of ACOG 

• St Joseph Medical Center, Houston 
Special thanks to Pat Mathews, CEO and   

 Tina Coker, CNO 

• March of Dimes  
Texas Chapter and Big 5 Project 
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• Objective #1-Demonstrate understanding of the 
national and state trends in preterm birth, low birth 
weight and how they may be impacted by less than 
39 week deliveries. 

• Objective #2 -Describe the new Medicaid 
reimbursement policy for delivery prior to 39 weeks 
and the clinical reasons that policy was implemented. 

• Objective #3 - Recognize the clinical implications of 
elective delivery by induction or cesarean-section 
prior to 39 weeks.   
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• Objective #4 -Support individualized medical 
decision-making of providers regarding medical 
conditions that would warrant delivery prior to 39 
weeks. 

• Objective #5- Describe resources to be able to 
implement processes in provider's practices and 
hospitals to reduce non-medically indicated (NMI) 
deliveries less than 39 weeks.  

• Objective #6- Effectively negotiate with and educate 
patients who desire elective birth at less than 39 
weeks. 
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• We have made every effort to be accurate; 
however, we don’t speak for Texas Health 
and Human Services Commission (HHSC), 
Texas Medicaid and Healthcare Partnership 
(TMHP), or the Office of the Inspector General 
(OIG) 

• Please consult the appropriate bulletins or 
communications 
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• Term: 37-42 weeks 

• Late Preterm: 34w0d-36w 6d 

• Early Term: 37w0d-38w 6d 

 

• KEY: Early Term is from 37w0d to 38w6d 
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• Until recently, we thought term neonates (37 
weeks) did as well as 38, or 39 or 40 weeks 

 

• We thought all “term” were the same 

 

• Hence, previously no special designation for 
“early term” 
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Percent change in gestational age distribution  
in US (1990-2006) 
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• Large research study with 19 hospitals and 
24,000 patients  

 

• > 1/3 of babies delivered by cesarean w/o a 
medical reason before 39 weeks 
Infants born at 38 weeks: 50%  greater chance of NICU 

admission 

Those delivered at 37 weeks: 2x as likely to enter NICU 

The gestational age with the lowest risk for neonatal 
problems: 39 weeks or 40 weeks 

 
Tita, et al., NEJM, Jan 2009 
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Tita ATN, Landon MB, Spong CY, et al. NEJM 2009. 

Timing of elective repeat cesarean delivery  
at term and neonatal outcomes 
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Courtesy of March of Dimes 
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Adverse Neonatal Outcomes According to 
Completed Week of Gestation at Delivery: 

Absolute Risk 

Adapted from Tita AT, et al. NEJM 2009;360:111 



18 

Adverse Neonatal Outcomes According to 
Completed Week of Gestation at Delivery:  

Odds Ratios 

Adapted from Tita AT, et al. NEJM 2009;360:111 
Courtesy of March of Dimes 



• This remains the best, most comprehensive 
study on the subject 

 

• Numerous other studies confirm these 
findings 
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Courtesy of March of Dimes 
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NICU Admissions by Weeks Gestation  
Deliveries Without Complications, 2000-2003 



Courtesy of March of Dimes 
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RDS by Weeks Gestation  
Deliveries Without Complications, 2000-2003 



Courtesy of March of Dimes 
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Ventilator Usage by Weeks Gestation Deliveries 
Without Complications, 2000-2003 



• The Joint Commission, CMS, Agency for 
Healthcare Research and Quality, National 
Quality Forum, and many insurers have listed 
early term NMI deliveries as a perinatal 
quality measure.   

 

• Increasingly, hospitals and doctors are being 
scrutinized regarding this area.   
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Perinatal care: percentage of patients with elective 
vaginal deliveries or elective cesarean sections 37 to 
less than 39 weeks of gestation. 
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• www.leapfroggroup.org/tooearlydeliveries   

• Nonprofit organization, publishes hospitals’ 
self-reported numbers of NMI early deliveries 

• Advises patients to find hospitals with the 
lowest rates   
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http://www.leapfroggroup.org/tooearlydeliveries
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Goldenberg et al., Ob Gyn 2009 
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The Gestational Age at Which Women 
Considered a Baby to Be Full Term 



Goldenberg et al., Ob Gyn 2009 
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The Gestational Age at Which Women 
Considered it Safe to Deliver 



• Patient Factors 

Scheduling 

Discomfort of pregnancy 

Perception of safety 

• Provider Factors 

Controlling timing of deliveries 

Reimbursement issues 

Logistics 
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• ORIGINAL BILL: Medicaid not pay for elective deliveries 
< 39 wks 

Govt would determine what is 39 weeks, and what is a 
valid medical indication 

 

• REVISED BILL:  

Directs HHSC (Texas Medicaid) to develop cost-
cutting for elective deliveries < 39 weeks 

Hospitals and doctors collaborate to develop quality 
initiatives to reduce non-medically indicated (NMI) 
deliveries < 39 weeks 
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• http://www.legis.state.tx.us/tlodocs/82R/bill
text/pdf/HB01983F.pdf#navpanes=0 

36 

http://www.legis.state.tx.us/tlodocs/82R/billtext/pdf/HB01983F.pdf
http://www.legis.state.tx.us/tlodocs/82R/billtext/pdf/HB01983F.pdf


• Effective Oct 1, 2011 Texas Medicaid requires 
providers to use CPT modifier for deliveries 

• Texas Medicaid can require repayment for 
any NMI deliveries < 39 wks 
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• Implementation date delayed to 
Oct 1, 2011 

• Medicaid and managed care 
Medicaid 

• Three modifiers (-U1, -U2, -U3) 
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• For OB deliveries codes (all vaginal del and 

cesareans): 59409, 59410, 59414, 59515, 59612, 

59614, 59620, 59622, etc. require modifier: 

 

  -U1 medically necessary prior to 39 weeks (or  
  spontaneous labor) 

  -U2 Delivery at 39 weeks or later 

  -U3 non-medically necessary delivery < 39 weeks 

 

For more info, call TMHP Contact Center 800-925-9126 
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• MCO policies will mirror Medicaid 

• MCOs are subject to HB 1983 as well 

• Same modifier system 
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• For any OB Delivery code without a modifier 

Example: 59414   (cesarean) = payment denied 

 

• Any delivery code with “-U3” modifier 

Example: 59409-U3 (NMI, <39 weeks) = payment 
denied 
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• Records subject to retrospective review 

• NMI deliveries or fail to meet criteria based 
on medical record review subject to 
recoupment 

• Recoupment may apply to all delivery services 
including: 

Additional physician fees and hospital fees, and if 
baby went to NICU (those fees too) 
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• Performed by Office of the Inspector General 
(OIG) 

• “Doing right thing” is not enough, MUST be 
documented properly 

• More stringent standards 

Legibility 

Clear medical indication 

Clear gestational age 
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• May apply to all services related to the 
delivery including 

Physician fees 

Hospital fees 

NICU fees 

44 
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http://www.123rf.com/photo_10906214_relax-stress-red-words-on-compass-conceptual-image.html


• Construct a process to reduce NMI deliveries 
less than 39 weeks to zero 

• Hospitals collaborate with physicians 

• Standardized consistent scheduling process 
with user-friendly, timely appeal 

• Clear criteria for scheduler and physician 
office 

• Flexible process to avoid unintended adverse 
outcomes 
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An elective delivery is non-medically indicated.  Measure 5 is a process 

measure defined in the toolkit. 
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• Physician office fills out scheduling form for 
ALL deliveries 

• Scheduling form: Gestational age based on 
EDD, dating criteria, medical necessity 

• Scheduling office inspects for completeness 

• Scheduling office uses EDD rather than EGA 
(OB wheels are inaccurate) 

• If no medical reason & <39 wks, physician 
office contacted to see if medical indication 
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• If no medical reason, delivery cannot be 
scheduled UNLESS within 7 days of EDD 

• If physician states there is a medical reason 
but not on list, referred to Physician Director 
for “real time” discussion 

• Best practice = discussion in same day 

• Deliveries monitored by peer review 
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• The List of Medical Indications 

• We strongly advocated for local hospitals and 
physicians to determine their own lists 

• Should be largely based on ACOG 
recommendations with reasonable add-ons 

• Should be evidence-based MEDICAL 
indications (not social or convenience)  
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Courtesy of St. 

Joseph Medical 

Center, Houston 
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    Okay < 

    39 wks 
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• Do document gestational age (use EDD) 

• Do use earlier US vs. later US to support dates 

• Do make sure non-medically deliveries are 
within 7 days of EDD (39 weeks) 

• Do document in medical record legibly 

Gestational age and EDD 

Indication: Clear and legible medical indication 
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• Do set up policy and guidelines, “hard stop” 
in scheduling 

• Don’t assume physician notices and 
education will be sufficient 

• Do track deliveries, monitor documentation 

• Do consider pre-printed form for physicians 
to write in:    

Gestational Age ___ weeks  (EDD: ______) 

Indication for delivery: _______________ 
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• 22 year old G1 P0 at 38w1d arrives in active 
labor in the hospital, and delivers vaginally. 

 

• How should the delivery be coded? 
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• 22 year old G1 P0 at 38w1d arrives in active 
labor in the hospital, and delivers vaginally. 

 

• How should the delivery be coded? 

 

• Vaginal delivery code: 59409 

• Medically necessary (labor): -U1 

• Coded as:   59409-U1 
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• Inadequate documentation (and potentially 
subject to recoupment): 

“22 y/o G1P0 admitted and delivered.”  
(gestational age , medical necessity not 
documented) 

 

• Better documentation: 

“22 y/o G1P0 at 38 1/7 wks admitted in 
labor, delivered.” 
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• 26 year old G2 P1 at 39w3d had repeat 
cesarean performed. 

 

• How should the delivery be coded? 
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• 26 year old G2 P1 at 39w 3d had repeat 
cesarean. 

 

• Cesarean delivery code: 59414 

• At or greater than 39 weeks: -U2 

• Coded as:   59414-U2 
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• Inadequate documentation (possibly subject 
to recoupment): 

“26 y/o G2P1 delivered.”   

(gestational age not documented; route of 
delivery not documented) 

• Adequate documentation: 

“26 y/o G2P1 at 39 3/7 wks had repeat 
cesarean delivery.” 
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• Determined at the hospital level 

• Physicians & hospitals collaborate 

• Flexibility to evaluate individual pts 

• No “all-inclusive list” 

• Hospital’s process should be able 
to withstand scrutiny 
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Clearly Medically 

Necessary 
 

Ex: Hypertension 

Clearly No 

Medical Necessity 
 

Ex: Pt’s mother in 

town 

Gray Zone 

Scheduler Allows 
Scheduler Can’t 

Schedule; Physician 

May Appeal 

Discuss with Physician Director 
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• 27 y.o. G1 P0 at 37w2d is referred to the L&D 
area for elevated blood pressure.  The urine 
protein is negative.  The BP as measured by 
L&D nurses: 130/86 and 134/82.   

The L&D nurse is concerned that the BP doesn’t 
meet medical indication. 

 

• What should the L&D nurse do? 
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• L&D nurse should consult up Chain of 
Command 

L&D Nurse should consult charge nurse 

 

• If charge nurse does not have clear 
guidelines, then charge nurse should consult 
L&D Nursing Director 
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• Option 1: May choose to ask for office 
records to be faxed (documentation) 

If office records show hypertension (ex: BP 144/94), 
then delivery can be allowed 

 

• Option 2: May choose to consult with 
Physician Director 

Physician director may ask for more information, or 
have discussion with requesting doctor 
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• Nursing needs to be careful not to make 
“medical decisions” 

• Ex 1: L&D Nurse calls Requesting Doctor, 
unilateral decision: “Because BP’s normal, 
induction not allowed” 

• Ex 2: L&D Nursing Director sends patient 
home to follow back up with doctor, calls 
doctor and says: “Policy says: BP normal = pt 
must go home” 
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• 32 y.o. G2 P1 at 38w2d is seen in the OB 
Triage area for contractions.  Hx: Prior low 
transverse cesarean x 1.   

FHR tracing: 140 bpm and normal.  Contractions: 
every 5 minutes.  

Cervix: closed and long. 

Pt’s physician wants to perform a repeat cesarean. 

 

• What should the L&D nurse do? 
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• L&D nurse should consult up Chain of 
Command 

Ex: L&D Nurse consults charge nurse 

 

• Charge nurse assessment: 

Strength and frequency of contractions 

Consult hospital guidelines 
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• Hospital Guideline:  

Prior low transverse cesarean x1 without medical 
indication are delivered at 39 weeks or beyond 

• This patient’s cervix closed/long 

• L&D Nurse makes own nursing assessment: 
“Pt at 38w 2d, prior LT cesarean x 1, having 
UC’s, not in labor” 
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• Answer: Consult Physician Director (or 
Nursing Director) 

• Reason: There may be extenuating 
circumstances 

How painful are UC’s? 

Rural hospital -pt lives far away?  Need to call in 
anesthesia, OR staff (time delay = medical danger 
in uterine rupture)? 

Medical determination based on individual pt 
circumstances & particular community/hospital 
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• Documentation- discussion with Physician 
Director and basis of decision 

• Example: “Per Physician Director, because of 
strong regular UC’s and concern about 
possible uterine rupture, repeat cesarean for 
this pt at 38w3d to be performed.” 

• Avoid “arguing in chart” – “I wanted to induce 
this pt at 38 weeks due to concern about fetal 
well being, but I was over-ruled by Physician 
Director and Hospital” 
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• Gestational Age is a complicated 
clinical assessment (not for nurses 
to argue with physicians) 

• Medical necessity can be complex 

• Discussion about Gestational Age 
& Medical Necessity should be 
handled between Physician 
Director & Requesting Doctor 
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• Abuses of scheduling by doctors should be 
handled by peer review 

• Judging the “gray zone” can be tricky 

• In general, medical necessity is determined 
by evidence based indication 

Flexibility 

Individualizing 

Common sense 
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• Success needs strong physician leadership 

• Good listening & communication skills 

• Put the patient’s interest as #1 

• Deal with situations respectfully and 
consistently 

• Be open to new information, new literature 
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• Empathy with patient 

• Outline developmental progress of 
infant 

• Describe potential medical issues of 
delivery less than 39 weeks 

Longer hospital stay 

NICU stay 

Sepsis 

Hypoglycemia 
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• “Ms. G, I know how uncomfortable these 
last weeks of pregnancy are…” 

• “I can imagine how hard it is to get any 
sleep…” 

• “These last days of pregnancy are 
important for your baby’s development” 

• “We know that babies delivered more than 
1 week before due date have a higher 
chance for neonatal ICU care…” 
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• Potential for increased adverse 
events  

Such as stillbirths 

• Overly-strict hospital policy that 
uses Indication List as “The Law” 

• Overly-strict Physician Director 
who isn’t open to various 
circumstances 
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Danger of 

increased 

stillbirths if 

policy is too 

strict 
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• NMI Deliveries <39 weeks associated with 
neonatal complications, NICU admissions 

 

• NMI Deliveries <39 weeks a Quality Measure 

 

• Hard Stop with judgment, being reasonable & 
flexible 

 

• Physician-Led, Collaborative Implementation best 
for success 
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• HB1983 directed Medicaid to implement 
quality initiatives to reduce deliveries < 39 
weeks without medical indication 

• Medicaid deliveries after Oct 1, 2011 need 
code modifier (U1, U2, U3) 

• Records are subject to retrospective review, 
recoupment of payment 

• Education of patient is key 
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• March of Dimes Toolkit 

http://www.marchofdimes.com/professionals/medi
calresources_39weeks.html  

• Texas Association of Ob/Gyn & Texas District 
of ACOG Toolkit 

http://www.txobgyn.org  

• TAOG Grand Rounds Speakers via March of 
Dimes Grant  

Physicians available to visit hospitals at no cost 
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Remote sites can send in questions by 
typing in the GoToWebinar chat box or 
email GrandRounds@dshs.state.tx.us.  

 
 For those in K-100, please come down 

to the microphone on the left side of 
the auditorium to ask your questions.   

 

 

Evelyn Delgado 

Assistant Commissioner for Family  

and Community Health Services 
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